I HAVE learnt from a personal experience of bronchoscopy manv lessons which have helped me in mv work. N-o premedication xvas used that the experience might be savoured to the full and its lack seemed no disadvantage.
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Anzxsthetic techniquie.-1 used amethocaine 2% in an oral sprav at intervals from forty-five to fifteen minutes beforehand. It was not unpleasant and produced a definite effect on the pharynx. This was followed by a lozenge containing 1 grain (65 mg.) amethocaine. The flavour was most unpleasant and could well be improved. The first two swallows of saliva produced retching. Salivation was profuse; this is preferable to the dryness following atropine or scopolamine ulceration is said to have occurred where the half drv lozenge has stuck to the palate. Anesthesia of the pharynx, tongue and lips appeared to be complete vithin five minutes.
In the theatre, swabs soaked in the same amethocaine solution were applied twice to each pyriform fossa. This seemed unnecessary, and the unguarded tip of the Krause's forceps on the left side produced discomfort and an attack of coughing. MIy tongue was held in a gauze swab a surprisingly painful procedure, which I have since abandoned.
The intratracheal injection (through the cricothyroid membrane) of a further 2 c.c. was made in the sitting position with a fairly large needle (about size 12). There was a sensation of cold as the solution impinged on the posterior wall of the trachea, followed by uncontrollable coughing as it trickled down towards the carina. l\Iv own practice is to use a fine hypodermic needle; I feel that, with a small puncture hole, there is less chance of surgical emphysema or of cellulitis of the neck. With a larger needle the injection can be completed more rapidlv and it should, therefore, be possible to withdraw it before coughing starts, so lessening the risk of breakage.
Bronchoscopy. Passage of the bronchoscope over the dorsum of the tongue and its elevation towards the larynx produced the only discomfort of the operation, and this was only trivial. There was a sensation of stretching of the fauces which disappeared after the manipulation. There was a slight tickling feeling as it passed through the cords. As the bronchoscope approached the carina and entered each main bronchus there was uncontrollable coughing, eased in a matter of seconds by spraying lecal anvesthetic down the bronchoscope. The sucker was used once, producing no appreciable sensation. A gauze swab introduced into the left main bronchus caulsed a sense of obstruction, immediately relieved by breath-holding. The telescope down the right side increased the resistance to breathing, and down the left side produced a tickle which wvas relieved by breath-holding.
The presence of the bronchoscope produced no sensation whatever. Coughing through a bronchoscope feels like normal coughing. There was no sense of pressure on the teeth. The available space between bronchoscope and teeth was appreciablv increased by full hyperextension of the head on the neck. After some minutes there was aching in the temporomandibular joints. Cerebral effects.-Cerebral stimulation was marked, with euphoria and garrulousness.
Cerebral efficiency, as tested on the Daily Telegraph crossword puzzle, was much increased. It is not possible to attribute this to absorption of amethocaine as I afterwards discovered that, unknown to the surgeon or to myself, 100 mg. cocaine had been used in the endobronchial spray.
Post-operative couirse. Anesthesia wore off rapidlv. I drank water within twentv minutes without untoward effect. At tea one hour after I could distinguish easily between the flavours of white and brown bread. There was a slight soreness in the chest during recoverv, and an irritating non-productive cough.
A moderate sore throat persisted for three davs.
Conmmenits. Bronchoscopy under local anesthesia at the bands of an expert produces only trivial discomfort I much prefer it to a visit to the dentist! Premedication is unnecessarv and would be best confined to opiates to avoid the excessive dryness associated with atropine or scopolamine.
Local anesthetics sprayed vigorously down the throat and nose during inspiration nroduce no significant anaesthesia below the vocal cords. Thev must be introduced directly into the trachea. The amethocaine lozenge is extremelv unpleasant and its routine uise before anesthesia is an imposition on the patient. It could be improved bv the introduction of flavouring materials. It is entirely effective and no further application of amesthetic to the pharvnx is needed. If the tongue is to be held forvard, this shoul(I be done by the patient himself.
Coughing during bronchoscopy may not be controllable by the patient in spite of exhortation and is rapidly relieved by further local anaesthetic sprayed down the bronchoscope. The cough sometimes found on introduction of the telescope in an otherwise quiet patient is probably due to overloading and consequent over-heating of the light bulb. In a difficult case, pressure on the teeth can be reduced by hyperextension of the head. I have since adopted this position for direct laryngoscopy with advantage. If the patient is instructed to hold his breath before a gauze swab is introduced, one minor discomfort can be eliminated.
It is not necessary to forbid food or drink for more than one hour, at most, afterwards.
Recommendations.-There are many methods of anaesthesia available for bronchoscopy in adults, including the sledge-hammer blow of curare. Where general anaesthesia is to be used, I would advise thiopentone in sufficient dose to abolish consciousness, preceded by full local anaesthesia. The method of choice would seem to be premedication with opiates only; a lozenge containing amethocaine or nupercaine to be sucked ten minutes beforehand, or, better, a gargle of 2% amethocaine, with strict watch to see that none is swallowed; the application of local anmesthetic to the vocal cords by injection of, say, 2 c.c. 2% amethocaine through a curved laryngeal cannula passed well down over the dorsum of the tongue with the patient sitting; the introduction of 2 c.c. more into the trachea through the cricothyroid membrane or the trachea itself, or by a laryngeal cannula passed between the cords under indirect vision (direct laryngoscopy is uncomfortable); this to be supplemented by further local anaesthetic sprayed down the bronchoscope whenever indicated. (2) Iltlumination of Oxygen Controls (a) Luminous indicator hand on cylinder pressure gauge.
(b) Luminous control-knob for low pressure oxygen supply.
(c) Luminous tap (or button) for emergency oxvgen flood.
(
3) Illumination of Interior of Trilene Bottle
Luminous semicircular plaque (with circular base) to fit on trilene bottle and illuminate interior. (4) Illumination of Respiratory Movements (a) Luminous "snood" (or painted stripes) on rebreathing bag. (b) Luminous brooch to pin on chest and indicate thoracic movements. Dr. Galley said that there was a serious need for improved conditions when administering anmesthetics in complete darkness in the X-ray departments of hospitals. Although fatalities were rare there had been several instances of anoxia from the running out of oxygen supply with subsequent mental symptoms lasting in one case for over six months and retarding the development of a child. The above devices and su,ggestions would eliminate all possibility of anoxia; the supply of oxygen could be estimated at a glance, the controls found and manipulated without fumbling, and by means of the luminous brooch and illuminated rebreathing bag the anaesthetist could be assured of a satisfactory tidal exchange taking place. The flashing of torches was obviated, a practice which always upset the accommodation of eyesight of surgeon or radiologist.
The speaker demonstrated his apparatus and showed how fluorescent indicators could be used which would shine in different colours when subjected to light from an ultraviolet light bulb which gave off no visible rays. Various improvements in th-e indicators were under review, e.g. the use of a coatee embroidered with criss-cross lines of luminous plastic thread and which would replace the luminous brooch. Before final publication of these devices the British Standards Institution would be consulted with regard to standardizing the fluorescent colours used and associated with the various flowmeters (e.g. nitrous oxide could not be indicated bv black luminous paint as no such entity existed-lemon yellow was used at present).
